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F 000 INITIAL COMMENTS - 000 Preparation ancl/or execution of this plan
o ) of correction by the provider does not
An annual Recertification survey and Complaint : jeai
investigation #25064, #26160, and #26245. were ﬁ? ns’ntu?s adn;1;su:n ?P: a?rtaen;entt by
completed at Life Care Center of Tullahoma on @ provider of the {ruth of the racts
August 2 -4, 2010. No deficiencies were cited in alleged or CDﬂClI:ISIIOI'IE: set forth in the-
relation to complaint #26160 and #26245 under statement of deficiencies. The allegation ;
' 42 CFR Part 482.13, Requirements for Lang of compliance is preparad and/or
Term Care. Deficiencies weré cited on Corplaint | executed solely because it is required by
investigation #25064. the provision of Faderal and State Law.
F 241 | 483.15({a) DIGNITY AND RESPECT OF F241| 1) ltisthe practice of Life Care Center of | 08/20110
95=D | INDIVIDUALITY Tullahoma to promote care and freatment| -

. . ] for residents in 2 manner and in an-
e ooy enionment st matins o emances
enhances each resident's dignity and respact in each resldent's dignity and fe_spectl bn firl
full recognition of s or her individuality. recqgniiion of hls. or her Indlwd_uahty.

Resident #15's urinal was emplied and
cleaned on 08/02/2010.
This REQUIREMENT is not met as evidenced 2) Unit Managers checked rooms to
! by: ' ensure no urinals were un-smptied on
Based on observation and interview, the fanility night stands on (8/02/2010, 08/03/2010
failed to ensure dignity was maintained for one and D8/04/2010.
resident (#15) of twenty-six residents reviewed. 3) The Direstor of Nursing ingerviced
o . Nursing staff regarding emptying and
The findings included: cleaning of urinals on 08/11/2010 and
Resident #15 was admitted to the facility on-July 08/47/2010. Unit Managers will perform
26, 2010, with diagnoses including Aftercare of  room audits weekly for 12 weeks to
Surgery, Rehabilitation, Chroric Obstructive ensure urinals are being emptied and
Pulmonary Disease, and Peripheral Vascular ¢leaned timely and will report findings to
Disease. the DON,
4 Director of Nursing or Unit Manager
Qbservation during _the initial four on Augus. 2, will report occurrence of and resuits of
2010, at 9:00.8"“". n the I'EBIdEI:\t'S raom, ¥ ful audits to the interdisciplinary quality
revealed a urinal sitting on the night stend 3 full ! improvement committea for review and
of urine. i i
: possihle intervention.
Intarview with the resident at the time of the :
oheervation revealed the utinal filled with urine |
LABORATORY DIRECTOR'S QR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%5} DATE
/’71:’1‘? @A? E xecuating O/ﬂc’ 4 D5/ |8/1D

Any deficlancy statement ending with an gaterisk (*) danctes a defisiancy which the institution may be excused from correcti
ciher safeguards provide sufficient protection lo the patients. {Sea instructians,) Except for nursing homes, the findings state
following tha date of survey whether or not o plan of corraclion is provided. Fot nursing homes, the above findings snd plans
gays following the date these documents are made pvailahle to the facility. i deficlencles st cited, an spproved plan of corra

program participation.

FORM CMS:LgséT[UE;QS} I?-(EUIGUS Verslo.r;t.:.Ohso]ebz S Evant D URZIY

Faciliy ID: TH1603

ng providing it Is determined that
d above are disclpsable 90 days
aof cormaction are disclosatle 4
ction is requistie to continued

IF continvation shest Page 1 0f 16




B8/19/2018

16:21 3313932475

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

LIFE CARE CTR TUL!

PAGE B4/27

PRINTED: 08/06/2010
FORM APPROVED
OMB NO. 0938-0301

STATEMENT OF DEFICIENCIES (#1) PROVIDERISUPPLIERICLIA A2 MULTIPLE CONSTRUCTION ) DATE SUR'
AND PLAN OF CORRECTION IDENTIFICATION HUMBER; [ {x )COMFLETE\‘[;EY
A, BLRLDING
445238 8. WG 08/04/2040

NAME OF PROVIDER QR SUPPLIER
LIFE GARE CENTER OF TULLAHOMA

STREET ADDRESS, GITY, STATE, ZIP CODE
1715 N JACKSON 5T

TULLAHQMA, TN 37348

(X4)ID |
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY QR L5C IDENTIFYING INFQRMATICIE)

1
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EAGH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(X5}
COMPLETION
DATE

F 241

F 318
88=D

Continued Frem page 1

had been sitting on the night stand "all night.”
Continued interview and obsarvation ravealed the
resident ate meals in the room using the quar bed
table, and had completed eating breakfast.

'; Interview with the resident on August 4, 2010, at

7:10 a.m., in the rasident's room, revealed tha
resident disliked the urinal filled with urine sitting
on the night stand while eating meals.

Interview with LPN #2 (Licensed Practical Nurse)
on August 2, 2010, at 9:00 a.m., in the hallway,
confirmed the urinal was to be emptied prior to

]. having the breakfast tray served.

' Interview with the Director of Nursing (DON) on

August 4, 2010, at 8:15 am,, in the DON's office,
confirmed the urinal was fo be emptied pricr to
meal tray setup, and confirmed the urinal was not
{0 be left sitting all night without being emptied,

483.25(e)(2) INCREASE/PREVENT DECREASE

IN RANGE OF MOTION

; Based on the eomprehensive assessment of a
, resident, the facility must ensure that a resident

with a limifed range of mation receives
apprapriate treatment and services to increase
range of motion andior to prevent further
degrease in range of motion. .

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, observation,
and interview, the facility failed to apply a splint for
ohe rasident (#8) of twenty-six residents
reviewed.

F 241

F 318

1) It is the practice of Life Care Center of
Tullahoma to ensure residents with
limited range of motion regeive
appropriate treatment and services (o
increase range of motion andfor to
prevent further decrease of range of
motion, Resident #8’s record was
reviewed, 4 physician's order written and
the palm guard was applied on 08/02/10,
2) Unit Managers reviewsd rehab
racommendations and checked patients
to ensurs all residents had approptiate
adaptive equipment on 08/02/2010,
08/03/2010 and (8042010,

|
1
i
i

68/20/10
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The findings included:

Resident #8 was admitted to the facility on
September 18, 2008, with diagnoses including

| Cerebrovasoular Accident, Aphasia, Dysphagia,

Right Hemiplegia, Congestive Heart Failure,
Acute Respiratory Failure, Chronic Obstructive
Pulmonary Disease, Diabetes, and Atrial
Fibrillation.

Medical record review of the Minimum Data Set
(MDS) dated July 9, 2010, revealed the resident
had short and long term memory deficits,
moderately impaired cognitive skills, and hag no
(0$s in range of rdotion.

Medical record review of a Rehabilitation Services
Multidisciplinary Screening Too! dated June 24,
2010, revealed ™..Resident holding (R) (right)
hand in guarded position but able to actively open
hand, Palm mildly reddened, paim guard ordered
0 he worn daily with the exception of skin care.. .

. Observation on August 2, 2010, at 9:10 a.m,,

revealed the resident lying on the bed with the
right hand in a fisted position, without a
splint/palm guard in place. Qbsarvation on
August 2, 2010, at 9:44 a.m., with the Director of
Nursing and Certified Nursing Assistant (CNA)
#2, revealed the resident lying on the bad with the
right hand in a fisted position, without a paim
guard in place. Continued observation revealad
CNA #2 fully extended the fingers of the
resident's right hand revesling a reddenad paim,
without skin breakdown, Qbservation an August
2, 2010, at 12:20 p.m,, revealed the residentin a
geri chair without a palm guard applied ta the

| right hand.

F318] Rehaband Nursing staff regarding

: communication and application of
adaptive equipment on 08/12/2010,
Director of Nursing inserviced use of
adaptive equipment on 08/17/2014, Unit
Managers will perform room audits
weekly for 12 weeks to ensure adaptive
equipment [s in place and will report

findings to the DON.

4} Director of Nursing or Unit Manager
wllt report occurrence of and results of
audits to the interdisciplinary quatity
improvement committee for review and
possible intervention.
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» Medical record review of the Care Plan dated July
" 18, 201D, revealed the resident had right
hemtparesss however, no Intervention was noted
| ' to address the resident's need for @ palm guard to
the right hand.
Interview on August 2, 2010, at 2:05 p.m., with |
the Qcoupational Therapist, in the conference |
reom, revealed the resident required the paim ;
guard to pravent contracturs development and to i
promote skin integrity. i '
Observation and interview on August 2, 2010, at ]
2:25 p.m., with Licensed Practical Nurse {LPN)
#1, revealed the resident lying on the bed with the !
right hand In a fisted position and confirmed the 1
paim guard was not in place. ;
Interview on August 2, 2010, at 2:30 p.m., with
LPN #2, in the conference room, confirmed the
facility had failed to revise the cara ptan to include
the resident’s need for the palm guard. ;
F 323 483.25(h) FREE OF AC!'}HZI;’ENTg Faoal 1)ltis the practice of Life Care Center of 0820410
s5=E | HAZARDS/SUPERVISION/DEVICES Tullahoma to ensure that each resident'
remains as free of accident hazards as is
' The facility must ensure that the resident possible; and each resident recaives
| environment remains as free of accident hazards adequate supervision and assistance
- a8 is possible; and sach resident receives devices to prevent accidents. Resident
adequate supervision and assistance davices to £8's CN.A. and nurse were inserviced
prevent accidents. regarding transfer assistance on
02/02/2010 {after the 02/04/2010 fall).
Resident #{3's body alarm was clipped
to clothing on 08/02/2010. Resident #12's:
This REQUIREMENT is not met ag evidenced alarming bed maf was attached to alarm
by: box on 08/02/2010.
Based on medical record review, observation, :
and interview, the faciiity failed 1o ansure E
FORM GMS-2547(02.99) Pravious Versions Obsoiete Event ©D:UFZI Fatility [2: TN1803 if continuation sheet Page 4 of 18
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FF 323 | Contintad From page 4 F 323 i ,
adequate supervision for one resident (#8), and . Resident #17's bod]_f alarm T"as attached
failed to ensure safety devices were in place or on 08/04/2010. Resident #1's care plan
functional for five residents (#13, #12, #17, &1, and physiclan orders were reveiwed and
and #6) of twenty-six residents reviewed, his hody alarm found to be working on
_ 08/03/2010. Resident #6's care plan and
The findings included: physician orders were reviswed and her
. body alarm was found to be working on
ges;denge#a was admitted fo the facility on ﬂﬂfﬂgﬂow 9
: September 18, 2008, with diagnoses including : ‘ .
Cerebrovascular Accident, Aphasia, Dysphagia, 2) [?1rectar of Ng{ s]ngpand '.'".“t Managers
Right Hemiplegia, Congestive Heart Failure, rewgwed Care a’ns. hysician Orders,
Acute Respiratory Failure, Chronic Obstructive Assistive Devices' and fall records for all
Pulmonary Disease, Diabetes, and Atrial current resident’s on 08/03/2010 and
Fibrillation. 0810412010 to ensure correct, Ineffective
_ devices were discontinued.
Medical record review of the Minimum Data Sets 3) The Director of Nursing inserviced
(MDS) dated November 8, 2009, revealed the Rehab, Unit Managers and MDS Staff
resident had short and long term memory deficits, regarding fafls management program on
moderately impsired cognitive skills, was totally 08/03/2010. Director of Nursing
dependent for transfers, did not walk, and had . — .
' ingerviced Nursing staff regarding falls
failen in the past 31-180 days.
management pragram on 08/03/2010 and
Medical record review of the Fall Risk 0811712010, Nurses will check monitoring
Assessments dated November 11, 2008, and devices each shift for eight weeks, Unit
February 1, 2010, revealed the resident was at Managers wili perform record and room
risk for falls. audits weekly Jor 12 weeks to ensure
Madical d review of the Care Plan datad adequate documentation and that
edical record review of the Lare Hlan date onitoring equipment is in place and will
Novémber'8, 2008 révéaled "Potential fof falls rit Tt Tne o the DON.
i . port findings %o the DON.
(refated to) CVA (Cerebrovascular Accident) with i ] :
right hemiparesis and poor safety awareness...” 4) Pirector of Nursing or Unit Manager
will report occurence of and results of
Medicai record review of the nursing notes dated audits to the inferdisciplinary quality
February 1, 2010, at 6:15 a.m,, revegled . .was | improvement committee for review and
called to room by CNA, (Certified Nursing i possible intervention.
Assistant). Entered rcom et {and) noted pt
(patient) laying on floor mat beside bed on {R)
side. CNA states ...slid off the bed when ¢
walked to the door to yell for help.'! Assessed pt,
FORM CM5-2567(02-09) Previous Verslons Obsolots Event ID:UFZIT Faclity ID: TN1603 If continuation sheet Paga 5 of 16
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F 323 | Continved From page &

no &fs (signs/symptorns) injury, SKin intact. ROM
{range of maotion) WNL's (within normal limits) for
this pt.." Medical record raview of a nursing note
dated February 1, 2010, at 2:15 p.m., revealed
"...Redness & bruising noted to (R) cheek, N.O.
(new order) rec'd (received) as follows: x-ray (R)
cheek..."

F 323

Medical record review of an x-ray report of the
facial bones dated Fabruary 1, 2010, reveaied !
*,..Findings: Bone mineralization: Normal.

! Fractures: None. Paranasal sinuses: Clear.
Impression; Normal Examination.”

Interview on August 2, 2010, at 3:00 p.m., with
the Director of Nursing, in the conference room,
confirmed the resident had poor safety

- awareness and was dependent for transfers at

: the time of the fall on February 1, 2010,
Continued interviaw confirmed the resident was
left unattended, sitting on the side of the bed, at
the time of the fall.

|

Resident #13 was admitted to the facility on July
1, 2005, with diagnoses inclurding Congestive
Heart Failure, Aizheimer's Disease, Syncope, and
Osteoporosis,

Medical record review of the MDS {minimurn data
sef) dated May 9, 2010, reveaied the resident had
short term memory problems, was tofaily :
dependent for fransfers, required extensive
assistance with ambulation, and had not failan in
“the past 180 days.

Medica) record review of a Fall Risk Evaluation
dated May 13, 2010, revealed the resident was at
risk for falls.

FORM CMS-2567(02-99) Previous Versions Obeolete Evert 1D UFZI4 Facillty ID: TN1803 If continuation shest Page 6 of 16
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Medi‘cal record review of the July 2010,
physician's recapitulation orders revealed "...Body
alarm whife up in wheelchair and in bed..."

Medical record review of the Care Plan dated May
17, 2010, revealed "...Potential for falls r/t {related
ta) hx (history) falls...osteoporosis, generalized
weakness and difficulty walking...” Medical
record review of the Care Plan revealed ne X
infervention to address the resident's need for the -
body alarm,

Observation on August 2, 2010, at 9:28 a,m.,
revealed the resident sitting in a wheelchair, in the
resident's room. Observation revealed the body
alarm was clipped to a blanket around the
resident's shouider, and not attached to the '
resident's clothing, |

Observation and interview, on August 2, 2010, at
9:40 a.m., with the Director of Nursing {BON)
revealed the resident sitting in the wheelchair and
confirmed the body alarm was not attached fo the
resident. Interview on August 3, 2010, at 8:05
a.m., with the Directar of Nursing, in the lobby,
confirmed the facility had failed to revise the care
pian to include the resident's need far the body

I alarm,

Resident #12 was admitted to the facility on
December 18, 2007, with diagnoses including
Chranic Obstructive Pulmonary Disease, Atrial
Fiprillation, and Histary of Lung Cancer,

Medical record review of the MDS {minimum data
set) dated July 18, 2010, revealed the resident
had shart terr memory deficits, required
extensive assistance with transfers and
ambulation, and had fallen in the past 31-180

FORM CMS5-2587(02-99) Pravious Versions Obaolata Evant ID:UFZ111 Facility 1D: TN1603 If continuation sheet Pags 7 of 16
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days,

Medical record review of a Fall Risk Assessment
dated July 26, 2010, revealad the resident was at
risk far falls. :

Medical record review of the Care Plan dated July
28, 2010, revealed ... Potential for
injury...alarming bed mat,,."

Observation on August 2, 2010, at 9:58 a.m.,

| revealed the resident lying an the bed with an

. alarming bed mat under the resident. Continued
observation reveaied the cord fo the alarming bed
mat was not attached to the alarm box.

Chservation and interviaw, on August 2, 2010, at ;
10:01 a.m., with the Diractor of Nursing, revealed |
the resident lying on the bed and confirmed the
atarming bed mat was not connectad to the alarm
box,

Resident #17 was admitied to the facility on
Qctober 24, 2008, with diagnoses including
Rheumnatold Arthritis, Cirrhosis, and

. Hypertension.

Medical record review of a Fall Risk Assessment
dated June 18, 2010, revealed the resident was
at high risk for falls.

Medical record review of fhe Minimum Data Set
dated June 26, 2010, revealed the resident had
fallan in the past 30 days. !

|
Medical record review of the Physician's i

Telephone Order dated, June 22, 2010, revealed | =:
"...Bady Alarm..." |' ;

FORM CMS-2567(02-89) Previous Verslons Obsoleta Event 10: UFZ11 Factlity iD; TN1503 If eoptinuation sheet Page & of 16
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Observation on August 4, 2010, at 7:20 a.m., in
the resident's room, revealed the resident lying on
the bed without the body alatm in place.

Qbervation and interview on August 4, 2010, at
7:25 a.m., with the Licensed Practical Nurse #2,
confirmed the body alarm was not in place.

Resident #1 was admitted to the facility on Aprit
18, 2007, with diagnoses including Hyperiension,
Right Hemiplegia, Calostomy, Rehabilitation, and
Dyphagia, ’ i

Medlcal record review of the Minimum Data Set
dated July 18, 2010, revaaled the resident had
short and long tarm memory problems,
moderately impaired decision making skills, was
nonverbal, reguired assistance for transfers, was |
non ambuiatory, and had fallen in the past 31-180 ¢
days.

Medical recard review of a Fall Risk Assessment
dated February 13, 2010 revealed the resident
was at risk for falls,

Medical record review of the Care Plan updated ‘
March 8, 2010, revezled "Potential for falls r/t ;
(refated to) meds, weakness, difficulty in walking,
abnormality of galt...use alarming bed mat." :

Review of the faciity’s investigation revealed the
resident had a fall on February 13, 2010, and
March 15, 2010. Continyed review of the facility
investigation for the February and March falis
revealed the alarming bed mat was in place but
hot soundirng.
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Interview with the DON in tha DON's offige. on
August 3, 2010, at 4:15 p.m., confirmed the
alarming bed mats were in place on February 13,
2010, and March 18, 2010, but were not
sounding.

: Resident #6 was admitted to the fagility on July
11, 2009, with diagnoses including Mental
Disorder, Congestive Heart Failure, Atrial
Fibrillation, Bone and Cartilage Disease, Difficulty
Walking, Dementla, Alzheimer's Disease, History
of Fail, Muscle Weakness, Gstecporaosis, and
Depressian.

Medical record review of the Fall Risk
Assessments dated July 26, 2008 through
January 18, 2010, revealed the resident had a
history of falls and was at high risk for falls.

Medical record review of the Care Plan dated July
18, 2008 through November 24, 2008, with
updated approaches dated January 18, 2019,
revealed a "Potential for falls 1/t (related o) hx
(history) falls. .difficulty walking...and general
weakness." Further medical record review of the
care plan revealed approaches to apply a body
alarm and had been revised on November 20,
2009, to include an alarming bed mat.

Medical record review of a nursing note dated
January 18, 2010, at 8:15 a.m., révealed "At 1:30
AM heard resident yelling went into room.
Resident sitting on gray mat by...bed. Resident
sitting upright with knees bent. BLE (bilateral
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. The facility must -

{1) Procure food from sourcas approved or
considered satisfactory by Federal, State ar local
aytherities; and

{2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Besed on observation, review of manufacturer
recommaeandations, and interview, the facility failed
1o aperate the dish maching at z minimum of 160
degrees Fahrenheit during the wash cycle,

The findings included;

Observation on August 2, 2010, 8t 8:05 a.m.,
revealed two members of the digtary staff loading
dishes into and unloading dishes out of the dish
machine in the dietary departmant. Further
observation revealed the staff membet unloading

and serve food under sanitary conditions
including operuting the dish machine ata
minimum of 166 degrees Fahrenheit
during the wash cycle, Dietary staff
stopped washing dishes until
temperatures increased to the
manufacturers recommended
temperatures on (8/02/10.

2) Maintenance Department and
Contracted dish machine service
company worked on dish machine on
08/02/2010 to increase wash cycle
temperatures. Environmental Services
Director and Dietary Manager inserviced
dietary staff regarding monitoring wash
and ringe cycle temperatures and what to
do if they dropped on 08/02/2010.

3) Asslstant Dietary Manager inservice
dietary staff regarding wash and rinse
cycle fenperatara requirements and
what to do if temperatures dropped on
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lower extremities) full ROM (range of motion). No
ofo (complaint) pain,..Alarming bed mat on not
alarming..."
(nterview with the Direcfor of Nursing (DON), on
August 3, 2010, at 3;15 p.m., in the DON office,
confirmed the resident had a histary of falls and
the alarming bed mat was not sounding ot
January 18, 2010,
CIO #25084 ='
F 371 gf%%é') FOOE F’FiOCUREi F 371 1y1tis the practice of Life Care Center of | 08/20/10
RE/PREPARE/SERVE - SANITARY Tullahoma to store, prepare, distribute
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the dishes and placing the dishes for storage in
sterage units for future use. Observation of eight
consecutive cycles revealed the wash
temperature ranged from 149 to 152 degrees
Fahrenheit (F).

Review of the dish maching manufacturer
recommendations, posted onto the machine,
revealed 160 degrees F was the minimum wash
temperature.

Interview with the Dietary Manager, presen!
during the observafion, on August 2, 2010, at
9.08 a.m., confirmed the wash temperature did
not reach the manufacturer's recommended 160
degree F in eight consecutive cycles.

F 441 | 483.65 INFECTION CONTROL, PREVENT
85=D ! SPREAD, LINENS

The facility must establish and maintain an
Infection Contro! Pragram designed to provide a
safe, sanitary and comforiable environment and
to help prevent the development and transmission
- of disease and infection.

(&) Infecticn Contre! Program

The facility must estabiish an infection Control
Program under which it -

{1) Investigates, controls, and prevents Infections
in the facility;

{2} Decides what praceduras, such as isolation,
should be applied to an individual resident: and
(3) Maintains a record of incidents and corrective
actions related to infactions.

(b) Preventing Spread of Infection

(1} When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility miust

F 371

F 441

Fd41

UBTO220°10;
ordered for the dish machine on
08/02/2010. Dish washers will maintain
daily temperature logs to ensure proper
temperatures are maintained. Dletary
Staff monitored dish washing machine
temperatures every 15 minutes while
washing for 4 days. Dish washing is
stopped for 5 minutes or untit it
increases sufficiently if temperatures
drop tlose to 160 degrees during wash
cycle. Assistant Dietary Manager will
raview temperature logs daily fer 2
weeks and weekly for 10 waeks to ensure
proper temperatures are maintained,

4) Dietary Manager or Assistant Dietary
Manager wili report occurrence of and
rasults of temperatura Jog reviews to the
interdisciplinary quality improvement
commitfee for review and possible
intervention.

1) it is the practice of Life Gare Center of | 08/20/10
Tullahoma to establish and maintain an
Infection Contrel Program designed to
pravide a safe, sanitary and comfortable
environment and to halp prevent the
development and transmission of
disease and infection, Certified Nursing
Assistants #1, #3 and #4 were inserviced
regarding proper handwashing on
0R/04/2010.

2) Unit Managers made room reunds fo
observe Cerfified Nursing Assistant hand
washing fechnique on 08/02/2010,
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isolate the residert. N ) 3} The Director of Nursing inserviced
(2) The facility must prohibit employees witha - Nursing staif regarding handwashing on

communicalile diseass or infected skin lesions
from direct contact with residents or thair food, if
diract contact will transmit the disease,

} (3) The facility must require staff to wash their

08/03/2010, 08/11/2010 and 08/17/2010.
Unit Managers will perform audits weekly
for 12 weeks to ensure proper

i hands after each direct resident contact for which handwashing is in place and will report
hand washing is indicated by accepted findings to the DON,
professional practice. 4) Director of Nursing or Unit Manager
; will report occurrence of and results of
l(%rlég:;:]; must handfe, st audits to the interdisciplinary quality
transport inens so as 6 ?:r%r\?ér?tr?hc: ﬁnraena?‘ of improvement commiftee for review and
infection. ’ possible intervention.

This REQUIREMENT is not met as evidencad
by

Based on observation and interview the facility
staff failed to wash the hands after praviding
incontinence care for two residents (#8, #7) of
twenty-six residents reviewed,

The findings inciuded:

Observation on August 2, 2010, at 1:45 p.m.,
revealed Certified Nursing Assistant {CNA) #1
providing incontinence care to resident #8.
Observation revealed after providing incontinance
care CNA #1 applied an oxygen cannula to the
nares of the resident without changing the gloves
- or washing the hands,

Interview on August 2, 2010, at 4:00 p.m., with
the Director of Nursing, in the conference room,
confirmed the gloves were to be removed and the
hands washed after providing incontinence care,
prior ta applying an oxygen cannula, and |

FORM CMS-2567(02-39) Previcus Vamionz Oheolete Event ID: URZt11 Fatility ID: TH1EDS If continuation sheet Page 13 of 16




B8/19/2P18 16:21 931393241b

DEPARTMENT OF HEALTH AND HUiN SERVICES

Litt CARE CIR JTULL

FRaE 1bs L/

PRINTED: 08/08/2010
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

445238

(X2} MULTIPLE CONSTRUCTION
A. BUILDING

(X3) DATE SURVEY
COMPLETED

B. WING

08/04/2010

NAME OF PROVIDER OR SUPPLIER

LIFE CARE CENTER OF TULLAHOMA

1715 N JACKSON 5T

STREET ADDRESS, CITY, 5TATE, ZIP CODE

TULLAHOMA, TN 37388

{4y IR
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY QR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION {X5)

PREFIX {EAGH CORRECTIVE ACTIQN SHOULD BE COMPLETION
TAG GHOSS-REFERENGED TO THE APPROPRIATE DATE

NEFICIENCY)

F 441

F 514
$8=D

Continued From page 13

confirtned proper hand hygiene was not
completed,

Resident #7 was admitted to the facility on May
25, 2010, with diagnoses including Rehabilitation,
Hypertension, Hypothyroidism, and Personal
History of Falls,

Observation on August 2, 2010, at 3:55 p.m.,, in
the resident's room, revealed two CNA's (Cerlified
Nursing Assistant) performing perineal care
wearing gloves. Continued observation revealed
CNA #4 performed care to the front area, and
CNA #3 performed care to the buttacks area.
Continued observation reveaied after the CiAs
performed the direct care, CNA #4 opaned the
night stand drawer with the gloves warn o
perform direct care and placed supplies in the
drawer. Continued observation revealed CNA #3
and #4 adjusted the resident's clothes and bed
linen without changing gloves, Further
abservation reveated CNA #3 adjusted the
privacy curtain with the sciled gioves.

Interview with both CNA's on August 2, 2010, at
4:05 p.m., in the hallway, confirmed gloves were
not remaved after providing direct care and prior
to handling clothes, linen, and privacy curtgin.

Interview with the Director of Nursing (DONj on

August 3, 2010, at 4:20 p.m., in the DON's office,

confirmed the staff failed to remave gloves and
disinfect hands after providing direct care,

;183.75“)(1) RES
RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

F 441

F 514
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- records reviewad.

.10, 2008, with diagnoses including Pressure

The fagility must maintain clinioal records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately docurented; readily accessible: and

The clinica) record must contain sufficient
information to identify the resident: a recore of the
resident's assessments; the plan of care and
services provided; the resuis of any

preadmission screening conducted by the State; |
and progress notes,

This REQUIREMENT is not met as eviderted
by:

Based on medlical recard review and inferview,
the facility failed to maintain an accurate medical
record for one resident (#2) of twenty-six resident

The findings included:

Resident #2 was admitied to the facility on
November 3, 2008, and readmitted on Qctober

Ulcer Stage |V, Generalized Pain, Gastrointestinal
Hemorrhage, Osteoarthrosis, Anemia, Lumbago,
and Osteoporosis.

Medical record review of the July 2010, Physician |.

Recapitulation Orderg revealed "Roxanel it
MG/tsp (milligrams per teaspoon): take one fo
two teaspoons per mouth every 3 - 4 hours as
needed (PRN) for pain” had been initiated on
March 2, 2010. Further medical record review
revealed ".. ALL PRN (as needad} pain meds |
{medications) given must be documentad on Pain
Flow Sheel" had been initiated on October 10,

Tullahoma fo maintain an accurate
medical record for each resident in
accordance with accepted professional
standarts and practices that are
complete, accurately documented,
readily accessible, and systematically
organized. The Director of Nursing and
Unit Manager reviewad the MAR, the Pain
Flow Shieet and the Controlled Substance
Records of Resident #2 on 08/04/2010 to
enstre they reconclled.

2) Director of Nursing and Unit Managers
audited MAR's, Pain Flow Sheets and
Controlled Substance Records to ensure
they recanciled on 08/04/2010,

3} The Dirsctor of Nursing inserviced
Nursing staff regarding documentation
and record reconeiliation on 08/11/2010
and 08/17/201¢. Unit Managers will
perform audits weekly for 12 weeks to
ensure MARS, Pain Flow Sheets and
Controlled Substance Records reconcile
and will report findings to the DON.

4) Divector of Nursing or Linit Manager
will report oceurrence of and results of
audits to the interdisciplinary quality
improvemeant committee for review and
possible intervention.
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‘| Roxanol, i June 2010, did not reconcile and the

Continued From page 15
2009.

Medical record review of the Medication
Administration Record (MAR) for June 2010,
reveaied Raxanal was administered one time only
on "June 1, 2, 4. 6, §, 10, 11, 13, 14, 19...”
Medical record review of the June 2010, Pain |
Fiow Sheet revealed Roxanol was provided "June
2,3,4,6, 8,9, 10, 11,14 (two administrations),
16, 18, 19..." Medgial record raview of the
Controlled Substance Record for June 2010,
revealed Roxanol was adminigtered on June 2,
3,4,6,8 9 10,11, 13, 14 (two administrations),
16, 18, 19.."

FInterview, with the Director of Nursing, on August
4, 2010, at 10:20 2.m., at the West nursing
station, confirmed the MAR, Pain Flow Sheet,
and the Controlled Substance Record, for

medical record was not acourate.

F 514
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